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INITIAL COMMENTS

This Statement of Deficiencies was generated as
a result of a Medicare Complaint Validation
Survey conducted at your facility from 6/16/09
through 6/19/09.

The survey was conducted in accordance with 42
CFR Part 482 - Hospitals. And reviewed for the
following conditions; Quality Assurance (482.21),
Medical Staff (482.22) and Nursing Services
(482.23).

The following complaint was investigated:
#NV00021946 - Substantiated

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

The following deficiencies were identified:
482.23(c) ADMINISTRATION OF DRUGS

Drugs and biologicals must be prepared and
administered in accordance with Federal and
State laws, the orders of the practitioner or
practitioners responsible for the patient's care as
specified under §482.12(c), and accepted
standards of practice.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to administer
medications as ordered by the physician.

Findings include:
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program participation.
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On 6/18/09 in the morning, the nurse
administered 2 tablets of Senna Plus (Sennosides
and docusate) to Patient #1. Patient #1's
physician's orders on 6/16/09 documented to give
Senna (Sennoside with no docusate) 1 to 2
tablets orally three times a day.

On 6/18/09 in the morning, the pharmacist
indicated it would be recommended not to use
docusate for sodium restricted patients.

On 6/19/09 in the morning, the Assistant Director
of Pharmacy indicated since the pharmacy
formulary did not include just Senna tablets, then
the pharmacist filling Patient #1's order should
have clarified with the physician to see if Senna
Plus could have been given.

On 6/19/09 in the morning the Director of Medical
Surgical Services indicated the nurses are
required to review the physician orders and the
medication administration record at the beginning
of the shift prior to administering medications to
the patients.
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